INTRODUCTION
Menopause refers to the last menstrual hemorrhage and it is a natural process that all middle-aged women experience. Women without any changes in their menstrual cycles were evaluated as premenopausal, women with changes in their cycle or whose last menstrual hemorrhage was ≤12 months previous were evaluated as perimenopausal, and women whose last menstrual hemorrhage without any cause such as pregnancy, breastfeeding or treatment was >12 months previous were evaluated as postmenopausal [1] .
Most women enter the menopause between the ages of 45 and 54 years. Life expectancy has increased in the last 100 years due to demographic transformation, but the age of menopause has not changed. For this reason, women spend much of their lives in the postmenopausal period. Over time, the proportion of women in the postmenopausal period has also increased within the whole population. Menopause, which has an important place in a woman's life, has become one of the important women's health issues that needs to be considered in health service planning and presentation [2, 3] .
Some of the major complaints during menopause are hot flashes, vaginal dryness, nervousness, and sleeping problems. Although the causes of these complaints are not fully known, they are generally thought to be caused by estrogen deficiency [2] . However, the fact that these complaints do not exist in every woman in the menopausal period, or that they are not the same for every woman, and that the response to the treatment is different, suggest that they cannot be explained only by estrogen deficiency. In addition to estrogen deficiency, some of the factors thought to be influential in the appearance of these complaints are features such as knowledge, attitude, perception, and behavior related to menopause [4] .
Knowledge is a prerequisite for the use of health services. Women need to be well informed about health issues so that they can have a say in health-care decisions concerning themselves and the protection of their health [5] . Health education intervention could be an alternative way for coping with menopause symptoms [6] .
Attitude is the tendency to organize thoughts, feelings, and possible behaviors about individuals, places, events, or ideas. It is the tendency to initiate or perform a certain behavior. Individuals' personal lives and experiences that they have gained so far, as well as the society in which they live, determines their attitudes [7, 8] .
Cultural and ethnic characteristics of the society are important factors that influence women's attitudes toward menopause and the meaning of being middle aged. Women's perception of menopausal life as a natural process or illness, and developments in their lives at middle age, influence their attitude toward menopause. In studies conducted on menopausal complaints, it has been reported that the attitudes of women toward menopause are an effective variable in the occurrence and severity of menopausal complaints. It is possible to reduce the frequency and severity of menopausal symptoms with education to improve the attitude toward menopause [9, 10] .
This study was carried out to evaluate the effectiveness of health education on menopausal symptoms, and on knowledge and attitudes around menopause.
MATERIALS AND METHODS
The study is an intervention study conducted on women living in the district center of Beylikova between September 1, 2013 and June 22, 2015. It was carried out to evaluate the effectiveness of health education on menopausal symptoms, knowledge, and attitudes around menopause. According to the data provided by the Turkish Statistical Institute on 2012 Address Based Population Registration System, the population of the district center is 3257, of which 1646 (50.5%) are male and 1611 (49.5%) are female. A total of 33.2% (n = 545) of the female population in the district center are in the age group of 40-64 years and constitute the study participants [11] .
No sampling methods were used in the study. The houses in the district center were visited one by one to reach the whole population. However, 82 women (15.0%) did not agree to participate in the study and 153 women (28.1%) were not at home during the data collection. A total of 310 women (56.9%) agreed to participate in the pre-test.
Some sociodemographic and gynecological characteristics were collected from women who were able to be reached and who agreed to participate in the study (310 women). The height and weight of the women were measured. A pre-prepared training program was conducted in the study group which included no chronic disease, no smoking, no surgical menopause, no history of hormone replacement therapy, and who agreed to participate in the training program. A total of 59 women from the study group were reached and informed about the health problems that may occur during the menopausal period and methods for coping with them. In order to assess the effectiveness of this intervention, 54 of the informed women needed to be reached.
The training was conducted using methods such as audiovisual training tools, demonstration, and question-answer, taking adult education characteristics into consideration and using effective presentation methods. Meeting halls of Beylikova Hospital and district municipality were used for training. The training comprised three 30-minute sessions. Sessions were held by the author (T.K.) who is a medical doctor. The contents of the sessions were prepared in the light of the literature as follows. (1) The first session: the phase of getting acquainted with general information about menopause. ( 2) The second session: health problems that may arise in perimenopausal and postmenopausal periods. (3) The third session: methods to help prevent health problems that may arise in perimenopausal and postmenopausal periods and methods to cope with these problems.
After 30-45 days for evaluation of the effectiveness of the training, the women who participated in the activity were reevaluated at their homes using the same scales.
In order to conduct the study, approval was obtained with the decision of Eskisehir Osmangazi University Non-Pharmaceutical Ethics Committee for Clinical Investigations, dated July 12, 2013 and numbered 80558721/245. The study's data were collected in accordance with the Helsinki Declaration.
In accordance with the aim of the study, a questionnaire consisting of four sections was prepared using the literature [5, 12, 13] . In the first part of the questionnaire, some of the sociodemographic and gynecological characteristics of the women (age, marital status, education, family income and working status, smoking status, chronic illness history, pregnancy, birth and number of children, history of abortion, menopausal status, early menopause, and the use of hormone replacement therapy) were included. In addition to this, addresses and phone information of the women were also included to invite them to the training program. The second section included a menopausal symptoms assessment questionnaire; in the third section, menopause information evaluation form questions were included, and the fourth section included a menopausal attitude evaluation questionnaire.
While assessing the menopausal status of women, the definitions of the Stages of Reproductive Aging Workshop study [1] were utilized. Women without any changes in their menstrual cycle were evaluated as premenopausal, women with changes in their cycle or whose last menstrual hemorrhage was ≤12 months previous were evaluated as perimenopausal, and women whose last menstrual hemorrhage was >12 months previous were evaluated as postmenopausal [1] .
The presence and severity of menopausal symptoms in the study were assessed by the Menopause Rating Scale (MRS). The scale was developed in 1996 by the Berlin Epidemiology and Health Research Center [14] , and in 2009, the validity and reliability of the Turkish version were made by Metintas et al. [12] . The MRS consists of 11 questions with a 5-point Likert-type scale, and is used to assess the situation of women in the past month. There are three subscales of the scale: somatic, psychological, and urogenital. The scores that can be taken from the somatic and psychological subscales range from 0 to 16, and the scores that can be taken from the urogenital subdimension range from 0 to 12. The sum of the scores obtained from the subdimensions gives the total score of the scale. The total score that can be taken from the scale ranges from 0 to 44. As the scores and total points of all three subdimensions increase, the severity of the symptoms also increases.
In the study, the menopause knowledge evaluation form was prepared to measure the level of knowledge about women's general information about the menopausal period, health problems in this period, and ways to cope with these problems. The pre-test form, which consisted of 38 proposals, finally became 24 positive and 10 negative proposals, giving a total of 34, after the content validity and reliability were calculated. The Cronbach a-coefficient was 0.758. The correlation between test-retest scores was moderate (rs: 0.630, p < 0.001). The answers to the suggestions in the scale were "right, " "wrong, " and "no idea. " In evaluating the proposals, one point is given to the correct known proposal and zero points if there is no idea and misinformation. The total score of the scale is obtained by summing the scores of all the proposals arithmetically. The scores that can be taken from the scale range from 0 to 34. As the score increases, the level of knowledge increases.
The Menopausal Attitude Assessment Scale (MAAS) was used to assess attitudes toward menopause. The validity and reliability study of the scale was performed by Koyuncu et al. [15] . The scale consists of four subscales; positive emotional (PE), negative emotional (NE), family relations (FR), and behavioral (B). The PE subscale consists of five proposals, including positive emotions about menopause. The PE subscale scores range from 0 to 20. The NE subscale consists of three proposals including negative emotions about menopause. The points that can be taken from this subscale vary between 0 and 12. The FR subscale includes three proposals about the relationship of women with their families during menopause. The points that can be taken from this subfield range from 0 to 12. In the B subscale, there are two proposals evaluating the behavioral attitudes of women against menopause. The scores that can be taken from this subscale range from 0 to 8. The responses to the proposals on the scale are prepared in the form of a 5-point Likert scale with the answers "I strongly agree, " "I agree, " "Undecided, " "I disagree, " and "I absolutely disagree. " The points that can be taken from each proposal range from 0 to 4; 0 for the "absolutely disagree" answer, and 4 for the "strongly agree" answer. The responses of the negative proposals (1, 2, 3, 4 , 5, 10, 12, and 13) are scored by reversing them. The increase in scores from the scale subscale indicates a positive attitude toward menopause.
The obtained data were evaluated on the computer using IBM SPSS version 20.0. The normal distribution suitability of the variables was assessed by the Shapiro-Wilk test. Wilcoxon paired two-sample tests were used to compare data before and after the training. Statistical significance was accepted as p < 0.05.
RESULTS
The study group consisted of 54 women aged between 40 and 64 years, with a mean age of 50.41 ± 6.36 years. A total of 44 women (81.5%) who constituted the study group were at primary school and lower educational level, and 40 (74.1%) were housewives. Fifty (92.6%) of the women were married. A total of 30 (55.6%) of the women in the study group had four or more pregnancies, and 36 (66.7%) had at least one miscarriage.
The mean menopausal age was 46.21 ± 4.70 years (range, 40.0-55.0 years). In the study group, the number of women in the premenopausal period was 12 (22.2%), the number of women in the perimenopausal period was 14 (25.9%), and the number of women in the postmenopausal period was 28 (51.9%).
The median scores of MRS were 5 (range, 0-15) in the somatic subscale, 7 (range, 0-14) in the psychological subscale, 3 (range, 0-8) in the urogenital subscale, and 14.5 (range, 2-33) in the total score of the scale. The three most prevalent menopausal symptoms were physical and mental fatigue, joint and muscle disorders, and nervousness in the study group.
The scores of the study group in the menopause knowledge evaluation form ranged from 0 to 32 and the median score was 22.0.
The median scores of the women from the MAAS were 11 (range, [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] in the PE subscale, 5 (range, 0-12) in the NE subscale, 8 (range, 0-12) in the FR subscale, and 4 (range, 0-8) in the B subscale.
After training, symptoms of menopause, knowledge level, and attitudes toward menopause were measured again with the same scale. The distribution of the scores of the women in the intervention group before and after informing about the scales is given in Table 1 .
After the intervention, it was determined that there was a decrease in the somatic and psychological subscales of MRS and total score according to the total preeducation scores. No change was observed in the urogenital subdimension. Positive changes were observed in the levels of knowledge about menopause and the PE and NE subscales of the menopause attitude assessment scale. There were no differences in the scores of pre-and post-training in the FR and B subdimensions.
DISCUSSION
Symptoms in the menopausal period vary according to the characteristics of individuals and societies. The three most prevalent menopausal symptoms were physical and mental fatigue, joint and muscle disorders, and nervousness in the study group. Chou et al. [16] also reported sleep problems as the fourth most common symptom. Depressive mood was added to these symptoms in some studies [17] [18] [19] . Another study reported that vasomotor symptoms such as hot flashes are the most common in the menopausal period [20] . Among the reasons for the different outcomes reported in several studies, the differences in terms of sociodemographic, ethnic, genetic, and lifestyle-related features can be included. The fact that the diagnostic tools used in the studies are different can also cause the results to be distributed over such a wide range.
Having the right information about menopause can help women to have more realistic expectations about the menopausal period and to make better choices between treatment options for menopausal symptoms [21] . In health education for women in the menopausal period, the aim is to increase the knowledge about menopause in women and positively change the way menopausal symptoms are perceived [10] . In this study, the aim was to assess the effects of health education, including on menopausal symptoms and ways of coping with these symptoms, on women's symptoms of menopause, knowledge levels, and attitudes about menopause. It was determined that the frequency of menopausal symptoms in the subscales of women, except for urogenital subtype symptoms of MRS, decreased after intervention. In the urogenital subdimension, there was no difference before and after intervention. One of the reasons for this is that the symptoms (hot flashes, malaise, nervousness, etc.) questioned in the somatic and psychological subscale may be more subjective than the symptoms questioned in the urogenital subscale (urinary incontinence, vaginal dryness, etc.). There are studies reporting that the perceived severity of menopausal symptoms is diminished after the implementation of a planned training program [5, [22] [23] [24] . Health education may help women to make more realistic assessments of their symptoms, to set realistic targets for menopausal symptoms, and to change the way menopausal symptoms are perceived.
Knowledge levels about menopausal symptoms and ways of coping with them are a critical for women to access health care in the menopausal period. It is unlikely that women without knowledge of the health services offered for the treatment of menopausal symptoms will reach these services. For this reason, it is very important to conduct health education studies in order to increase the level of knowledge about menopause. In some studies, it has been reported that women with menopausal health education have increased knowledge of menopause [5, 25] . In this study, it was determined that after the intervention, the level of knowledge women have about menopause was increased according to the intervention.
Increased levels of knowledge about menopause and health education may not always lead to a change of attitude. However, menopausal process functioning, such as how it emerges, can help women to eliminate the feeling of uncertainty experienced during this period and their negative attitudes about menopause [8, 10] . In some studies, it has been reported that women's attitudes toward menopause changed positively after health education intervention [5, 24, 25] . After the intervention, women's scores on the PE and NE subscales of the MAAS increased in a positive direction. There was no change in the FR and B subscales. The fact that the society in which the study is conducted is a more closed society with respect to family relations and living in the countryside, may have made it difficult to have a postintervention change in this subscale. One of the reasons why the B subscale does not change is that changing the behavioral element of the attitude is more difficult than changing the emotional and cognitive elements.
CONCLUSION
In order to cope with the symptoms seen in the menopausal period, the attitude toward menopause needs to be taken into consideration. Health education is an effective method to positively change the perceived severity of menopausal symptoms, menopausal knowledge level, and attitude. Doctors who provide primary health care may help to reduce the perceived severity of menopausal symptoms if they give more information about menopause to patients in the menopausal period. It may be useful to conduct a qualitative study to assess women's attitudes toward menopause in more detail.
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